K osowski et al. have highlighted an important element of surgical and nonsurgical facial rejuvenation that is missing: patient-reported outcomes measures. In our consumer-driven medical environment, cosmetic and reconstructive patients are demanding reliable data that can help guide medical decisions. Anecdotal experience is no longer an acceptable platform for medical decision-making. Patients want more information about surgical outcomes that extends beyond functional recovery. They want to know how satisfied they will be with the delivery of their care, with their psychological and social well-being, and with their aesthetic appearance. Outcomes research provides patients with this information by studying the end results of medical practices and interventions that directly affect them. The extension of the outcomes movement is evidence-based practice, which relies on scientific approaches in interpreting the social and psychological aspects of plastic surgery. In the triad of quality measures, which include outcome, process, and structure, outcome is particularly relevant in the field of facial rejuvenation, which relies on the patient's perception of the care they received. 1 These quality measures must be measured in a reliable and valid way to lend credible scientific comparisons among outcome studies. However, as noted by Pusic et al., aesthetic facial surgery and nonsurgical rejuvenation procedures have a substantial need to develop reliable and valid patient-reported outcomes measures to apply to outcomes research in this field.
Plastic surgeons need to lead the questionnaire development for patient-reported outcomes measures related to cosmetic and reconstructive surgery. Plastic surgery, especially aesthetic surgery, has a tremendous amount of overlap with other surgical and nonsurgical specialties. Professional competition has never been more intense. Patient-reported outcomes research can be used to demonstrate the quality of care plastic surgeons provide to emphasize the profession's dedication to patient safety and outcomes. Hand and breast surgery are two clinical areas in which plastic surgeons have led the effort in developing reliable, valid, and responsive patient-reported outcomes measures. The Michigan Hand Outcomes Questionnaire 5, 6 provides region-specific information about the impact of hand surgery on quality of life, and the BREAST-Q 7 measures aesthetic satisfaction, satisfaction with the process of care, and quality of life related to reconstructive and aesthetic breast surgery.
Investigators are challenged to use appropriate instruments to measure health outcomes across multiple health conditions. 8 There is a recent trend for patient-reported outcomes measures to be more region-or disease-specific because the general quality-of-life questionnaires, such as the Short Form-36, are too imprecise for specific conditions. It is important to realize that instrument development is complex and requires a rigorous process to ensure having adequate psychometric properties for clinical use.
Reliability, validity, and responsiveness to change are the hallmarks of state-of-the-art questionnaires. Instrument reliability, or internal consistency, can be evaluated using the intraclass correlation coefficient or the Cronbach ␣. The intraclass correlation coefficient is used to quantify test-retest reliability and measures the stability of responses over time. 9 The intraclass correlation coefficient can range from 0.0 (no agreement) to 1.0 (perfect agreement), and most agree that an intraclass correlation coefficient greater than or equal to 0.9 ensures a reliable assessment of the individual patient. 10 The Cronbach ␣ is used to quantify the internal consistency of items within a scale and can range from 0.0 (no correlation) to 1.0 (perfect correlation). 9 A Cronbach ␣ of 0.8 is considered good, and a value of 0.9 is excellent.
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If the internal consistency is too high (e.g., Ͼ0.9), the scale may include too many items that are all measuring the same concept. 12 Validity is a measure of whether the items are reflecting the appropriate concept. The Pearson correlation coefficient is often used to quantify how the instrument compares with the benchmark. The Pearson correlation coefficient ranges from ϩ1.0 (perfect correlation) to Ϫ1.0 (perfect negative correlation). Finally, the instrument's ability to detect clinically important changes represents its responsiveness to change. This is measured by an effect size and by assessing the standardized response mean. 12 Higher effect size and standardized response mean values indicate greater responsiveness to change. An effect size of 0.2 represents a small effect; 0.5, a moderate effect; and 0.8 or greater, a large effect. 13 Pusic et al. should be commended for recognizing an important void in facial rejuvenation research. Development of patient-reported outcomes measures is the essence of outcomes research in plastic surgery. The success of this specialty relies on patients' perceptions of their outcomes. Plastic surgeons must take the lead in establishing welldeveloped and thoroughly tested questionnaires to measure patient outcomes and satisfaction. This task is arduous and must be based on a strong conceptual framework and scientific methodology. Ultimately, the application of patient-reported outcomes measures is essential to plastic surgery research and should be a necessary component for outcomes-related publications in this specialty.
